T his cross-sectional study by Gimm et al. 1 examines provider perceptions of the value of a voluntary, payer-based intervention promoting the Patient-Centered Medical Home (PCMH) model. The five key elements of the intervention were external nurse care coordinators (NCC), individualized care plans, financial incentives, quarterly quality and performance "panel" meetings, and a data portal with cost information. Participants were surveyed by recorded semi-structured focus groups or phone interviews. Thematic analysis of transcript data was performed by a multidisciplinary team. Interventions that supported care coordination (NCC, care plans) were considered valuable. Those aimed at cost control (panel meetings, data portal, incentives) were considered inconvenient and untrustworthy.
T his cross-sectional study by Gimm et al. 1 examines provider perceptions of the value of a voluntary, payer-based intervention promoting the Patient-Centered Medical Home (PCMH) model. The five key elements of the intervention were external nurse care coordinators (NCC), individualized care plans, financial incentives, quarterly quality and performance "panel" meetings, and a data portal with cost information. Participants were surveyed by recorded semi-structured focus groups or phone interviews. Thematic analysis of transcript data was performed by a multidisciplinary team. Interventions that supported care coordination (NCC, care plans) were considered valuable. Those aimed at cost control (panel meetings, data portal, incentives) were considered inconvenient and untrustworthy.
Many multisite studies 2-4 have shown large differences in the success of individual site PCMH adoption. This variability is partly due to the complex nature of these clinics and the PCMH intervention. Process characteristics, such as "adaptive reserve" (capacity for organizational learning and development), can vary widely between clinics. 2 Adaptive reserve is increased by effective communication and trust, and facilitative leadership. Structural characteristics are also important. Alignment between clinical, operational, and financial goals 2 and participatory decision making 3 are both important for successful transformation. As the nation's healthcare moves from "volume to value" in accountable care organizations (ACOs), successful systems "balance mission with margin". 5 For those systems converting to ACOs, especially if they are adopting PCMH as a model, the message is again clear: balance the mission with the margin, involve stakeholders, and maintain transparency. This balance will be contextually different in each clinic and will require design and operational input from all stakeholders (patients, staff, and providers). In this implementation, the rules to provide care coordination only to high-cost outliers and not to those perceived by providers as complex in other ways were a major dissatisfier. Providing cost comparisons and rewards by cross-practice panels was perceived to dilute the value of the information to individual clinics and undermine trustworthiness. Communication styles were perceived as unidirectional. It takes a village to build a great healthcare system, and the whole village should be involved.
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